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Health Disparities Experienced by Black or African Americans — United States 


In the 2000 census, 36.4 million persons, approximately 
12.9% of the U.S. population, identified themselves as Black 
or African American; 35.4 million of these persons identified 
themselves as non-Hispanic (/). For many health conditions, 
non-Hispanic blacks bear a disproportionate burden of disease, 
injury, death, and disability. Although the top three causes and 
seven of the 10 leading causes of death are the same for non- 
Hispanic blacks and non-Hispanic whites (the largest racial/ 
ethnic population in the United States), the risk factors and 
incidence, morbidity, and mortality rates for these diseases and 
injuries often are greater among blacks than whites. In addi- 
tion, three of the 10 leading causes of death for non-Hispanic 
blacks are not among the leading causes of death for non- 
Hispanic whites: homicide (sixth), human immunodeficiency 
virus (HIV) disease (seventh), and septicemia (ninth) (Table). 
This week’s MMWR is the third in a series* focusing on racial/ 
ethnic health disparities. Eliminating these disparities will 
require culturally appropriate public health initiatives, commu- 
nity support, and equitable access to quality health care. 


In 2002, non-Hispanic blacks who died from HIV disease 


had approximately 11 times’ as many age-adjusted years of 


potential life lost before age 75 years per 100,000 population 
as non-Hispanic whites. Non-Hispanic blacks also had sub- 
stantially more years of potential life lost than non-Hispanic 
whites for homicide (nine times as many), stroke (three times 
as many), perinatal diseases (three times as many), and diabe- 
tes (three times as many) (2). 

Cancer is the second leading cause of death for both non- 
Hispanic blacks and non-Hispanic whites (Table). However, 
in 2001, the age-adjusted incidence per 100,000 population 


was substantially higher for black females than for white 





*See also: CDC. Health disparities experienced by racial/ethnic minority 
populations. MMWR 2004;53:755. CDC. Health disparities experienced by 
Hispanics—United States. MMWR 2004;53:935 
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Difterences not tested for statistical Significance 


females for certain cancers, including colon/rectal (54.0 ver- 
sus 43.3), pancreatic (13.0 versus 8.9), and stomach (9.0 ver- 
sus 4.5) cancers. Among males, the age-adjusted incidence 
was higher for black males than for white males for certain 
cancers, including prostate (251.3 versus 167.8), lung/bron- 
chus (108.2 versus 72.8), colon/rectal (68.3 versus 58.9), and 
stomach (16.3 versus 10.0) cancers (3). 

Stroke is the third leading cause of death for both non- 
Hispanic blacks and non-Hispanic whites (Table). However, 
during 1999-2002, non-Hispanic black males and females 
aged 20-74 years had higher’ age-adjusted rates per 100,000 
population of hypertension than their white counterparts (36.8 
versus 23.9 for males; 39.4 versus 23.3 for females) (4). 

Racial/ethnic health disparities are reflected in leading indi- 
cators of progress toward achievement of the national health 
objectives for 2010 (5). In 2002, non-Hispanic blacks trailed 
non-Hispanic whites in at least four positive health indica- 
tors’, including percentages of 1) persons aged <65 years with 
health insurance (81% of non-Hispanic blacks versus 87% of 
non-Hispanic whites), 2) adults aged >65 years vaccinated 


against influenza (50% versus 69%) and pneumococcal dis- 
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ease (3 o versus OU"), women receiving prenatal care In 


the first trimester (75% versus 89%), and 4) persons aged 
-18 years who participated in regular moderate physical 
activity (25% versus 35%). In addition, non-Hispanic blacks 
had substantially higher proportions of certain negative health 


indicators than non-Hispanic whites, including 1) new cases 


of gonorrhea (742 versus 31 per 100,000 population; 2002 


data), 2) deaths from homicide (21.6 versus 2.8; 2002 data 


3) persons aged 6-19 years who were overweight or obese 


(22% versus 12%; 2000 data), and 4) adults who were obese 


410% versus 29%; 2000 data 
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ethnic disparities In Measies Cases ana 


Since the 1970s, racia 
measles-vaccine coverage have been all but eliminated (6). How 


ever, during 1996-2001, the vaccination-coverage gap between 


non-Hispanic white and non-Hispanic black children widened 


by an average of 1.1% each vear tor children aged 19—35 months 


who were up to date for the 4:3:1:3:3 series of vaccines (recom 


} | ° 

mended to prevent diphtheria, tetanus, and pertussis; polio; 
: ; pe 

measles; Hae MopHhnilu rif lite de vy pe b disease; and hepatitis 

B) (7). In 2002, among children aged 19—35 months, 68% of 


non Hispanic black children were fully vaccinated, compared 


with 78% of non-Hispanic white children. 
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health-care costs, and social inequity. By 2050, an estim 
million black persons will reside in the United States, an 


ing to approximately 15 tf the total U.S. population (9 
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lo promote consistency measuring progress toward 


achieving the national health objectives, a workgroup 


appointed by the U.S. Department of Health and Human 
Services (DHHS) has recommended that 1) progress toward 


eliminating disparities ror indin idual subpopulations be mea 
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TABLE. Ten leading causes of death among non-Hispanic blacks and non-Hispanic whites — National Vital Statistics System, 


United States, 2002 





Black, non-Hispanic 
Rank Cause of death No. (%) 





White, non-Hispanic 





Cause of death No. (%) 





Heart disease 76,694 (26.8) 
Cancer 61,996 (21.6) 
Stroke 18,691 (6.5) 
Diabetes 12,583 (4.4) 
Unintentional injury 12,285 (4.3) 
Homicide 8,147 (2.8) 
Chronic lower respiratory disease 7,730 (2.7) 
Human immunodeficiency virus 7,714 (2.7) 
Nephritis 7,410 (2.6) 
Septicemia 6,074 (2.1) 
All others 67,249 (23.5) 

286,573 (100.0) 


Heart disease 577,761 (29.2) 
Cancer 458,754 (23.1) 
Stroke 133,118 (6.7) 
Chronic lower respiratory disease 112,128 (5.7) 
Unintentional injury 80,605 (4.1) 
Influenza and pneumonia 55,419 (2.8) 
Alzheimer's disease 53,486 (2.7) 
Diabetes 52,463 (2.6) 
Nephritis 30,669 (1.5) 
Suicide 26,691 (1.3) 
All others 400,879 (20.2) 


Total 1,981,973 (100.0) 





sured by the percentage difference between each subpopula- 


tion rate and the most favorable or best subpopulation rate in 


each domain and 2) all measures be expressed in terms of 


adverse events (/0). DHHS conducts periodic reviews to moni- 
tor progress toward achieving the national health objectives, 
and progress toward elimination of health disparities is part 
of those reviews. 

Che reports in this week’s MMWR describe health dispari- 
ties experienced by blacks in stroke, hypertension, nationally 
notifiable diseases, and childhood asthma. Information about 
ongoing public awareness initiatives to eliminate racial 
ethnic health disparities (e.g., Closing the Health Gap and 
[ake a Loved One to the Doctor Day) is available at http:/ 


www.cdc.gov/omh/aboutus/disparities.htm. 
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Differences in Disability Among 
Black and White Stroke 
Survivors — United States, 
2000-2001 


Stroke is a leading cause of serious, long-term disability in 
the United States (/) and was responsible for an estimated 
$53.6 billion in direct and indirect costs during 2004 (2). 
Stroke survivors can experience residual physical, psychologi- 
cal, and social impairment (3); nearly 45% of all stroke survi- 
vors aged >65 years have moderate or severe disability (4). 
Furthermore, persons in certain racial/ethnic populations ex- 
perience disparities in stroke-related disability (5). To assess 
the prevalence of functional limitations among U.S. adult 
stroke survivors and to examine potential racial/ethnic dis- 
parities in stroke-related disability, CDC analyzed National 
Health Interview Survey (NHIS) data from 2000-2001. The 
results of this analysis indicated that black stroke survivors 
had greater activity limitations than white stroke survivors. 
lo increase the quality and length of life among stroke survi- 


vors and to eliminate disparities in stroke incidence, greater 
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efforts are needed to implement stroke prevention and inter- 
vention activities among black populations, particularly young 
to middle-aged adults. Increasing public awareness of stroke 
related warning signs and encouraging patients to seek imme- 
diate treatment might reduce stroke-related disabilities and 
COSTS. 

NHIS is a household survey designed and conducted annu- 
ally by CDC to collect self-reported information from a rep- 
resentative sample of the U.S. civilian, noninstitutionalized 
population. Data collected in 2000 and 2001 were combined. 
Respondents who reported having ever been told by a doctor 
or other health professional that they had had a stroke were 
identified as stroke survivors. Stroke survivors were asked about 
their ability to perform the following 12 activities: 1) walk a 
quarter mile (i.e., approximately three city blocks); 2) walk 
up 10 steps without resting; 3) stand or be on feet for 
approximately 2 hours; 4) sit for approximately 2 hours; 5) 
stoop, bend, or kneel; 6) reach up over head; 7) use fingers to 
grasp or handle small objects; 8) lift or carry something as 
heavy as 10 pounds (e.g., a full bag of groceries); 9) push o1 


pull large objects (e.g., living room chair); 10) go out (e.g. 
shopping, movies, or sporting events); 11) participate in 
social activities (e.g., visit friends, attend clubs or meetings, ot 
go to parties; and 12) do things to relax at home or for leisure 

.g., read, watch TV, sew, or listen to music). Limitation of 
wctivity was defined as a reported response of either “very dif 
ficult” or “can't do at all” (compared with “not at all difficult, 
only a little difficult somewhat difficult,” or “do not do 
this activity The need for special equipment (e.g., cane, 
wheelchair, special bed, or special telephone) was also assessed. 

A rotal of 65,700 persons ged -18 years participated in the 
2000 and 2001 NHIS surveys: 0) respondents 
reported ever having a stroke. Differences in sociodemographic 
characteristics and limitation of activities between non 
Hispanic blacks and non-Hispanic whites with stroke were 
compared. Phe pre valence of stroke was 2.3% among whites 


and 2.7% among blacks; approximately 3.4 million non 
Hispanic whites and 600,000 non-Hispanic blacks survived a 
stroke and lived at home during 2000-2001. Hispanics and 
persons of other races/ethnicities were excluded because of 
small sample size; the sample consisted of 1,391 
noninstitutionalized stroke survivors, including 297 blacks and 
1,094 whites. Statistical software was used for all analyses to 


account for complex multistage sampling design and to 


} > : ce he lari 
ovtain estimates representative of the l wath popu ation. 


Compared with whites, blacks with stroke were significantly 
(p<0.05) more likely to be aged <65 years (blacks: 52.7%; 
whites: 34.8%), have less than a high school education (blacks: 
7.5%; whites: 29.2%), live below the poverty level (blacks: 


22.6%; whites: 8.9%), and report an annual income of less 


than $20,000 (blacks: 53.4%; whites: 33.3%); however, no 
statistically significant racial differences by sex or employment 
status were observed among stroke survivors (Table 1). Among 
stroke survivors, the most common limitations of activitv were 
in standing or being on one’s feet for approximately 2 hours 
(blacks: 50.2%; whites: 41.1%); pushing or pulling large 
objects (blacks: 45.2%; whites: 32.5%); walking a quarter mile 
(blacks: 45.1%; whites: 36.5); stooping, bending, or kneeling 
(blacks: 44.8%; whites: 37.7%); and walking up 10 steps with- 
out resting (blacks: 42.4%; whites: 28.6%)(Table 2). Blacks 
(49.6%) were significantly more likely (p<0.05) than whites 
(33.8%) to mention stroke as one of the health conditions 
causing limitations in activities. After adjustment for age and 
sex, blacks were significantly more likely (p<0.05) than white 
stroke survivors to report limitations in all of the 12 activities 
(Table 2). For example, blacks were 80% more likely to 
report walking up 10 steps without resting as “very difficult” 
or “can't do at all” compared with whites (adjusted odds ratio 
AOR] = 1.79; 95% confidence interval [CI] = 1.59-2.01). 
In addition, after adjustment for education, blacks were sig- 
nificantly more likely (p<0.05) than whites to have limita- 


tions in seven of the 12 activities. In addition, 50.1% of blacks 


TABLE 1. Selected demographic characteristics of noninstitu- 
tionalized stroke survivors aged >18 years, by race/ethnicity* and 
characteristic — National Health Interview Survey, United States, 
2000-2001 





Race/Ethnicity 
Black, White, 
non-Hispanic' non-Hispanic® 
Characteristic % (SE") % (SE) 











Selected demographics 
Aged <65 yrs 
Male 
Female 
Education** 
Less high school 47 ) 29.2 (+16 
High school 24. D (+1.5 
More high school 25 g (+1.6 
Poverty level 
Below poverty 22 3.9 (+1.0 
Above or equal to poverty 50.5 : 9 (+1.7) 
Don't know/Refused 26.9 2 (+1£ 
Family income 
<$20,000 5: (+3.9) 3¢ (+1 
>$20,000 2.3 56 (+1.7 
Don't know/Refused 9 3 (+1.0 
Employment during previous 12 mos 
Employed 18.9 22.7 (+1.6) 
Not employed 81.0 2.5) 77.2 (+1.6) 
Don't know/Refused 0.2 0.1 (+0.1) 





* p<0.05 in unadjusted analyses comparing non-Hispanic blacks with non- 
Hispanic whites 

' Weighted N = 611,240 

3 Weighted N = 3,383,886 

1 Standard error 

** Percentages do not total to 100°% because of missing values for education 
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TABLE 2. Percentage of noninstitutionalized stroke survivors aged >18 years reporting limitation of activity*, by race/ethnicity and 
type of activity — National Health Interview Survey, United States, 2000-2001 


Race/Ethnicity 
Black, White, 
non-Hispanic non-Hispanic 
Limitation of activity %  (SE*) % (SE) 


‘° 








OR adjusted 
for age, 
sex, and 
education (95% Cl) 
1.30 (1.17-—1.45) 
79 (1.59-2.01) 1.46 (1.29-1.64) 
(1.29-—1.54) 1.19 (1.08-—1.30) 
Sit for about 2 hours 16.4 (+2.6) 10.7 (+0.9) 39 (1.17-—1.65) 1.15 (0.97—1.38) 
1 
1 
1 
1 


ORS adjusted 
for age 
and sex (95% Cl") 


59 (1.44—-1.77) 








Walk a quarter of a mile — about three city blocks 45.1 (+3.7) 36.5 (+1.5) 
Walk up 10 steps without resting 42.4 (+3.4) 28.6 (+1.5) 


1 
1 
Stand or be on your feet for about 2 hours 50.2 (+3.5) 41.1 (+1.5) 1.41 
1 
1 


Stoop, bend, or kneel 448 (+3.8) 37.7 (+1.5) 19 (1.07—1.32) (0.91-—1. 
Reach up over your head 21.6 (+3.5) 14.7 (+1.2) 1.28 (0.88-—1 
10 (0.89-—1 
39 (1.22-1 


(1.09-1.51) 
(1.10—1.67) 
(1.53-—1.97) 


Use your fingers to grasp or handle small objects 18.2 (+3.3) 11.1. (+1.0) 36 


Lift or carry something as heavy as 10 pounds 40.6 (+3.2) 24.6 (+1.5) 74 
such as a full bag of groceries 


Push or pull large objects like a living room chair 45.2 (+3.4) 32.5 (+1.7) 45 
Go out to things like shopping, movies, or sporting events 30.1 (+3.4) 20.0 (+1.5) 61 


(1.29-1.62) 18 (1.05-1 
(1.39-1.86) 29 (1.11-1 


Participate in social activities such as visiting friends, 23.8 (+3.5) 16.2 (+1.2) 80 


attending clubs and meetings, or going to parties 


Do things to relax at home or for leisure (reading, 9.6 (+2.8) 


watching TV, sewing, listening to music) 


(1.52-2.12) 42 (1.20—-1 


5.4 (+0.8) 70 (1.31-2.19) 1.31 (1.00—1.71) 





* Limitation of activity was determined by self-report of “very difficult” or “can't do at all” (compared with responses of “not at all difficult,” “only a little difficult,” 


, “somewhat difficult,” or “do not do this activity”) 
. standard error 
~ Odds ratio 

Confidence interval 


reported using special equipment (e.g., canes, wheelchairs, 


ohye9 
< 


special beds, or special telephones), compared with 35.6% of 


whites (AOR - 
Reported by: HF McGruder, PhD, K] Greenlund, PhD, JB Croft 


1.55: 95% Cl = 1.37 . I 75). 


PhD, Z] Zheng, PhD, Div of Adult and Community Health, National 


Center for Chronic Disease Prevention and Health Promotion, CD‘ 


Editorial Note: This study observed that more than half of 


non-Hispanic black stroke survivors living at home were aged 
<65 years compared with one third of non-Hispanic white 
stroke survivors. In addition, blacks were more likely than 
whites to report limitations in performing all of the activities 
considered in this study. Researchers have suggested that 
racial differences in disability status might be attributed to 
socioeconomic status and morbidity (5). Black adults aged 
>65 years had significantly higher levels of disability when 
compared with older whites, and stroke and other health con- 
ditions (e.g., heart trouble, diabetes, hip fracture, broken bones, 
and cancer) were associated with disability (5). In a British 
study, blacks characterized their health status and health tran- 
sition (i.e., change from much better to much worse health) 
3 months after stroke substantially lower than white stroke 
survivors (6). According to the study, blacks might have expe- 
rienced more disability and a lower quality of life compared 
with whites after stroke because they were younger and had 


more severe and disabling strokes than whites (6). To meet 


national health objectives of increasing quality and years of 


healthy life and eliminating health disparities (7), greater 
efforts are needed to implement prevention and intervention 
activities for stroke among black populations, particularly 
among young to middle-aged adults. 

lhe findings in this report are subject to at least five limita- 
tions. First, reports of stroke and limitation of activity were 
obtained from self-reports and were not confirmed by medi- 
cal records or neurologic examination. Second, NHIS does 
not collect information regarding the severity of the stroke or 
whether it was a first or recurrent stroke. Third, NHIS does 
not include institutionalized persons, including those living 
in nursing homes or other institutions. Fourth, the survey 
does not assess activity levels before the adverse health event. 
Although this report indicates stroke as the common health 
condition causing self-reported limitations in activities, the 
extent to which stroke limited participation in these activities 
is unclear. Finally, this report only examines functional dis- 
abilities and not disabilities associated with personal activities 
of daily living (e.g., bathing, dressing, using the toilet, and 
eating) and independent living activities (e.g., preparing meals, 
managing money, performing light housework, or using the 
telephone) that can provide a broader perspective concerning 
disabilities among stroke survivors. Future analyses should 
examine stroke-related limitations associated with a broader 


range of activities. 
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"When the mind 1s ready, 
a teacher appears.” 


Chinese Proverb 
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National public health efforts to reduce stroke disability 
address both stroke prevention and treatment interventions 
(8). For example, the CDC Paul Coverdell National Acute 
Stroke Registry operates in Georgia, Illinois, Massachusetts, 
and North Carolina to track and improve delivery of care to 
hospital patients with acute stroke. Data from this registry 
will help state health departments and hospitals develop plans 
to reduce delay times in emergency transport, promote health- 
system adherence to clinical practice guidelines for stroke evalu- 
ation and treatment, improve the quality of life of stroke 
survivors, and reduce disability from stroke. In addition, CDC 
funds health departments in 32 states and the District of 
Columbia to develop, implement, and evaluate programs that 
promote cardiovascular health, increase public awareness, pre- 
vent disease, and eliminate health disparities. An example of 
eliminating health disparities is to collaborate on developing 
systems and intervention programs to detect and control high 
blood pressure among high-risk groups. CDC and its part- 
ners are implementing a plan (9) to address specific steps to- 
ward preventing heart disease and stroke through 2020 and 
beyond. 

Improvements in stroke survival and reduction of disability 
might be influenced by implementing culturally appropriate 
public education messages. These messages should increase 
awareness of stroke signs and symptoms and the need to 
promptly call 911 to reduce treatment delay (/0). 
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Racial/Ethnic Disparities 

in Prevalence, Treatment, 
and Control of Hypertension — 

United States, 1999-2002 


High blood pressure (HBP) is a major risk factor for heart 
disease and stroke, end-stage renal disease, and peripheral vas- 
cular disease and is a chief contributor to adult disability (/). 
Approximately one in four adults in the United States has 
hypertension (2). Although effective therapy has been avail- 
able for more than 50 years (3), most persons with hyperten- 
sion do not have their blood pressure (BP) under control (4). 
National health objectives for 2010 include reducing the pro- 
portion of adults with HBP to 16% (baseline: 28%), increas- 
ing the proportion of adults with hypertension who are taking 
action to control it to 95% (baseline: 82%), and increasing 
the proportion of adults with controlled BP to 50% (baseline: 
18%) (5). During 1990-2000, the prevalence of hyperten- 
sion, the percentage of those with hypertension who were aware 
of their condition, and treatment and control of hypertension 
increased among non-Hispanic whites, non-Hispanic blacks, 
and Hispanics (6,7). CDC analyzed data from the National 
Health and Nutrition Examination Surveys (NHANES) for 
1999-2002. This report summarizes the results of that analy- 


sis, which determined that racial/ethnic disparities in aware- 


ness of, treatment for, and control of hypertension persist. If 


national health objectives are to be met, public health efforts 


must continue to focus on the prevention of HBP and must 


improve awareness, treatment, and control of hypertension 
among minority populations. 

NHANES is a stratified, multistage probability sample of 
the civilian, noninstitutionalized U.S. population. Both the 
survey interview population of 7,000 U.S. adults aged >20 
years and the 5,000 respondents who completed the health 
examination each year included oversamples of low-income 
persons, persons aged >60 years, blacks, and Mexican Ameri- 
cans. The analysis described in this report is based on data 
from those persons who were non-Hispanic white, non- 
Hispanic black, or Mexican American with BP measurements. 
Pregnant women were excluded from the analysis. Hyperten- 
sion was defined as having an average systolic BP >140 mm 
Hg or diastolic BP >90 mm Hg or taking BP medication. BP 
measures were based on the average of three BP readings. Per- 
sons with hypertension were considered 1) to be aware of their 
condition if they reported in the interview that a health-care 
professional had told them their BP was high, 2 ) to have 
been treated if they reported using antihypertensive medica- 
tion, and 3) to have controlled BP if they were hypertensive 
but their BP measurements were <140/90 mm Hg. Statistical 
software was used to obtain weighted population estimates, 
age-specific and age-standardized prevalences and proportions, 
and 95% confidence intervals (Cls). 

During 1999-2002, the age-adjusted prevalence of hyper- 
tension in the study population was 28.6% (CI = 26.8%- 
30.4%). The prevalence of hypertension increased with age 


and was higher among women than men (Table). The age- 


TABLE. Percentage of noninstitutionalized U.S. adults with hypertension* and, among those with hypertension, estimated percent- 
age of persons who are aware oft, treated for§, and in control of their condition, by sex, race/ethnicity, and age group — United 
States, 1999-2002 





Hypertension 
prevalence 
Characteristic** % (95% Cli't) 





Awareness Under 
of condition current treatment 


Condition 
controlled 








% (95% Cl) % (95% Cl) % (95% Cl) 





Sex 
Men 27 (24.9-29.7) 
Women (27.3—30.8) 
Race/Ethnicity 
White, non-Hispanic 
Black, non-Hispanic 
Mexican American 
Age group (yrs) 
20-39 (5.3-8.2) 
40-59 29.1 (25.9-32.4) 
>60 65.2 (62.4-68.0) 
Total™ 28.6 (26.8-30.4) 


(25.3-—29.5) 
(38.2—42.8) 
(23.1-27.1) 


59.4 (55.8-63.1) 45.2 (40.9-49.6) 27.5 (23.7-31.3) 
69.3 (61.7-77.0) 56.1 (29.2-63.1) 35.5 (28.4—42.7) 


62.9 (57.3-68.5) 48.6 (44.1-53.1) 29.8 (25.7-34.0) 
70.3 (64.9-75.8) 55.4 (51.2-59.6) 29.8 (25.2-34.5) 
49.8 (40.4-59.2) 34.9 (27.5—42.3) 17.3 (10.7-23.8)8$§ 


48.7 (38.8-58.7) 28.1 (20.1-—36.1) 17.6 (11.6—23.7) 
73.5 (69.1-77.9) 61.2 (57.1-65.2) 40.5 (36.4-44.5) 
72.4 (70.0-74.7) 65.6 (61.9-69.3) 31.4 (28.7-34.2) 


63.4 (59.4—-67.4) 45.3 (45.3-52.8) 29.3 (26.0-32.7) 





* Had a blood pressure measurement >140 mm Hg systolic or >90 mm Hg diastolic or took antihypertensive medication 


' Told by a health-care professional that blood pressure was high 

3 Took antihypertensive medication 

‘| Hypertension levels <140 mm Hg systolic and <90 mm Hg diastolic 
** All characteristic estimates (excluding age group) are age adjusted 
TT Confidence interval 


33 Estimate should be used with caution; relative standard error is 20%—29% 


1 Total population estimates (including sex and age group) include only non-Hispanic whites, non-Hispanic blacks, and Mexican Americans 
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adjusted prevalence of hypertension was 40.5% among non- 
Hispanic blacks, 27.4% among non-Hispanic whites, and 
25.1% among Mexican Americans. Of those with HBP, 63.4% 
(CI = 59.4%-67.4%) had been told that their BP was high. 
[he proportion who were aware of having a high BP was 
greater among those aged >40 years (73.5% versus 48.7%), 
and the proportion was higher among women than men 
69.3% versus 59.4%). Among adults with hypertension, the 
proportion who were aware of having HBP was 70.3% among 
non-Hispanic blacks, 62.9% among non-Hispanic whites, and 
19.8% among Mexican Americans. Among those with hyper 
tension, 45.3% (Cl 15.3%-—52.8%) had been treated with 
antihypertensive medication. Percentages of those treated for 
HBP were higher among women than men (56.1% versus 
+5.2%) and increased with age. The age-adjusted proportion 
who reported treatment was 55.4% among non-Hispanic 
blacks, 48.6% among non-Hispanic whites, and 34.9% among 
Mexican Americans. Only 29% of U.S. adults with hyperten- 
sion had controlled BP levels (<140/90 mm Hg), and the pro 
portion of hypertensive adults who had controlled their BP 
varied substantially by age group: 17.6% of those aged 20-39 
years, 40.5% of those aged 40—59 years, and 31.4% of those 
aged >60 years. The proportion with controlled BP was simi 
lar among non Hispanic blacks (29.8%) and non Hispanic 
whites (29.8%) but substantially lower among Mexican Ameri 
cans (17.3%). 
Reported by: \// Gi: 
IB Croft, PhD, D 
for Chron D 
Editorial Note: | h« findings of this report demonstrate con 
tinuing racial/ethnic disparities in the prevalence of hyper 
tension and in the percentages of those with HBP who are 
aware of, are being treated for, and are in control of their con 
dition. Because of the serious health consequences associated 
with HBP, greater efforts are needed to prevent HBP and/o1 
improve BP control and HBP diagnosis rates among all popu 
lations. Greater efforts are needed specifically to prevent HBP 
among non-Hispanic blacks, who have a higher prevalence, 
and to increase BP treatment and control among Mexican 
Americans, who appear to have lower rates of treatment and 
control, compared with other racial/ethnic populations. For 
this report, CDC analyzed a 4-year period instead of the 2-yeat 
period represented in data published recently from 1999-2000 
NHANES (7,8); 
update of those findings. 

During 1991-1999, nearly 95% of U.S. adults had had a BP 


screening within the previous 2 years; however, levels of BP 


therefore, this report also represents an 


screening were lower among Hispanics than among non- 


Hispanic whites or non-Hispanic blacks (6). Lack of access to 


health-care services, insufficient attention by health-care pro- 
viders, lack of necessary resources to engage in appropriate 
lifestyle modifications, cultural norms, and compliance in medi- 
cation use might be barriers to prevention and control of HBP. 

lhe findings in this report are subject to at least four limi- 
tations. First, NHANES only surveyed the noninstitu- 
tionalized population; persons in nursing homes and other 
institutions were not included. Second, Mexican Americans 
were the only Hispanic subpopulation sampled, even though 
the Hispanic population consists of only 66.1% Mexican 
Americans (9); information for the other Hispanic subpopu- 
lations was not of sufficient size for reliable analysis. Third, 
although a strength of NHANES is the collection of actual 
BP measurements, these measurements are taken during the 
same visit and therefore do not reflect the actual care guide- 
lines, which state that the determination of HBP should be 
based on measurements from two separate visits. Finally, analy- 
ses were restricted to NHANES participants who had BP mea- 
surements and do not include those who might have 
hypertension but did not have BP measurements. 

The prevention and management of HBP is a major public 
health challenge. HBP usually has no signs or symptoms and 
is called “the silent killer.” Untreated or uncontrolled HBP 
increases risk for heart disease, renal disease, and stroke. Rec- 
ommendations by the Joint National Committee on Preven 
tion, Detection, Evaluation, and Treatment of High Blood 
Pressure advise health-care providers regarding screening, 
detecting, treating, and monitoring cases of HBP and hyper 
tension (3). In addition, BP surveillance data should be used 
to monitor and evaluate the effectiveness of interventions de 
signed to prevent and control HBP. To reduce disparities and 
improve HBP prevention and control among U.S. adults, 
public health officials and clinicians need to increase their ef 
forts to treat and control BP levels among persons with hy- 
pertension, and promote physical activity, nutrition changes 
(e.g., reducing high salt/sodium), weight reduction or man 


agement, stress reduction, and routine BP screening. 
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Racial Disparities in Nationally 
Notifiable Diseases — 
United States, 2002 


Infectious diseases are a major cause of morbidity, mortal- 
ity, and disability in the United States and often affect racial/ 
ethnic populations disproportionately (/,2). Eliminating 
racial disparities is a goal of many of the national health 
objectives for 2010 (3). To estimate racial disparities in the 
incidence of nationally notifiable infectious diseases by race/ 
ethnicity, CDC reviewed 2002 data from the Nationally 
Notifiable Diseases Surveillance System (NNDSS), collected 
through the National Electronic Telecommunications System 
for Surveillance (NETSS). This report summarizes the results 
of that analysis, which indicated that incidence rates were at 
least two times greater for blacks than whites for eight of 42 
nationally notifiable diseases; however, substantial gaps exist in 
the reporting of racial/ethnic data for the 42 diseases, which 
accounted for approximately 1.3 million of the cases reported 
by NNDSS. Public health practitioners and policy makers might 
use these results to address disparities in disease rates among 
blacks and other racial/ethnic populations, but they also should 
work to close gaps in data reporting to accurately measure 
progress toward achieving the national health objectives. 

NNDSS is a public health surveillance system that collects 
data on cases of notifiable diseases. The system is maintained 
by CDC, in collaboration with the Council of State and Ter- 
ritorial Epidemiologists (CSTE), which determines nation- 
ally notifiable conditions and standard case definitions. The 


decision to make a disease nationally notifiable is based on its 


public health importance (e.g., number of cases or severity of 


the disease) and its preventability. Since 1990, case data have 


been reported to NNDSS by the 50 states, District of 


Columbia, New York City, and U.S. territories. For this analy- 


sis, notifiable diseases were reviewed for completeness of 


racial data where 25 or more cases were reported; incidence 
rates were reported by race where five or more cases were re- 
ported. For this report, racial classifications might include both 


persons who are Hispanic and non-Hispanic. Hispanic 


ethnicity was only considered in determining the percentage 


of cases for which ethnicity data were not provided; no inci- 
dence rates were calculated for Hispanics. The number of cases, 
rate per 100,000 population by racial population, and black/ 
white rate ratio were determined for 42 nationally notifiable 
diseases. Data for primary and secondary syphilis were com- 
bined. Data were analyzed for cases reported directly through 
NETSS; data from U.S. territories were excluded. Population 
data from states in which diseases were not notifiable or dis- 
ease data were not available were excluded from rate calcula- 
tions. 

For 42 nationally notifiable infectious diseases in 2002, a 
total of 1,362,628 cases were reported (Table). Racial data 
were prov ided for 70% of cases; Hispanic ethnicity data were 
provided for 65% of cases. Missing data on race ranged from 
six (5%) cases of streptococcal toxic shock syndrome to 3,527 
(71%) cases of coccidioidomycosis; missing data on Hispanic 
ethnicity ranged from zero for syphilis to 66% for 
coccidiodomycosis. By state, missing data on race ranged from 
1% to 63% of cases, with an interquartile range of 13%—35%; 
missing data on Hispanic ethnicity ranged from zero to 98% 
of cases, with an interquartile range of 16%-45%. Nineteen 
diseases had >30% cases with missing race information. 

At least 20,000 cases were reported by each of six infectious 
diseases: chlamydia (834,555 cases), gonorrhea (351,852), 
salmonellosis (44,264), Lyme disease (23,763), shigellosis 
(23,541), and giardiasis (21,206). For three of those six dis- 
eases, and eight of the 42 nationally notifiable diseases, the 
incidence rate for blacks was at least twice as high as the rate 
for whites in 1992. For gonorrhea, the incidence rate for blacks 
was 24 times greater, at 570.4 per 100,000 population, com- 
pared with 23.6 for whites. For malaria, the rates were 1.8 for 
blacks and 0.2 for whites; for chlamydia, 805.9 for blacks and 
90.2 for whites; for syphilis, 9.4 for blacks and 1.1 for whites; 
for shigellosis, 16.8 for blacks and 4.0 for whites; for typhoid 
fever, 0.1 for biacks and 0.02 for whites; for hepatitis B, 3.9 
for blacks and 1.5 for whites; and for Streptococcus pneumoniae 
(i.e., invasive, drug resistant), 1.5 for blacks and 0.7 for whites. 

In other findings, the incidence rate for Lyme disease among 
whites (7.8 per 100,000 population) was approximately 11 
times greater than that for blacks (0.7), and the incidence rate 
for giardiasis was approximately two times greater for whites 
(5.4) than for blacks (2.5). Among racial populations, the high- 
est incidence rates of salmonellosis (17.4 per 100,000 popu- 


lation) and shigellosis (19.7) were among American Indians/ 


Alaska Natives (AI/AN ). 
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TABLE. Number of cases* and rate’, by racial classification’, and percentage of cases with missing racial and ethnic data for 42 


selected nationally notifiable diseases — United States, 2002 





Racial classification 








Disease 


Biack/white 
rate ratio No. Rate No. Rate 9 by 


Race Ethnicity 
not not 
stated stated 


American Indian/ Asian/ 
Alaska Native Pacific Islander 





© 





312,782 


Total 497,820 


on 


m < 


Nm — % YO 
<e) 


a © 


> ® 


uM 
un © 


25 

90 
118 
2,546 
109 
321 


14,586 16,515 1,362,628 





* Cases missing data on race were excluded from racial classification counts but included in totals for each disease 


' Per 100,000 population, calculated by using U.S. Census Bureau population estimates. Rates were not calculated 


reported for a racial classification 


where fewer than five cases were 


Racial classifications might include persons who are Hispanic or non-Hispanic 


« 

Rate not calculated or <0.1 
* Chiamydia trachomatis infection 
IT Drug resistant 


Reported by: \ Adekoya, DrPH, RS Hopkins, MD, Div of Public H 


“duc freéauty 


Surveillance aid Info MALICS Epide miolog) Program Offic ( De 


Editorial Note: The findings in this report indicate substan 
tial disparities between racial populations in notifiable infec 
tious diseases, including three of the six diseases with more 
than 20,000 cases per year. Public health efforts should 
attempt to reduce these disparities in diseases, including gon- 
orrhea, chlamydia, and shigellosis among blacks, salmonello 


sis and shigellosis among AI/AN, and giardiasis and Lyme 


disease among whites. Howev er, efforts to reduce these dis 
parities require more accurate and complete racial/ethnic data 
for nationally notifiable diseases. The amounts of missing 
racial/ethnic data from NETSS described in this report are 
similar to those reported previously (4). 

he findings in this report are subject to at least four limi 
tations. First, surveillance practices vary among states/areas, 
and definitions can be misapplied. Second, availability of 


resources can influence the detail of reporting (e.g., racial 
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ethnic data) by states/areas. Third, underreporting of certain 
diseases might reflect lack of awareness of a disease or its low 


priority with state and local officials; conversely, concerted 


efforts to reduce syphilis might explain the high percentage of 


syphilis cases reported with racial/ethnic data. Finally, the sub- 
stantial gaps in collection of racial/ethnic data might be 
attributable to various factors and could result in under- 
reporting of certain racial populations. 

Although NETSS data have been useful at national and state 
levels (3), implementing the National Electronic Disease Sur- 
veillance System (NEDSS)*, including the NEDSS Base Sys- 
tem, might lead to improvement in the reporting of racial/ 
ethnic data, especially if the data are contained in electronic 
clinical records that are moved directly into NEDSS compo- 
nents. Implementing NEDSS might also improve the com- 
patibility of racial/ethnic data reporting across states and across 
programs; data are collected in the same format and coding 
system as those used for the decennial census. 

Infectious diseases continue to place a considerable burden 
on the nation, and better prevention and more effective con- 
trol measures are needed (5—7). To plan programs and evalu- 
ate the success of efforts to control infectious diseases of public 
health importance, improvements are necessary in the data- 
collection methods of surveillance systems to enable targeting 
of populations at greatest risk and to reduce health disparities 


among racial/ethnic populations. 





*NEDSS is designed as a major component of the Public Health Information 
etwork to promote the use of data and information system standards to 
nce the development of efficient, integrated, and interoperabl« surveillance 

tems at federal, state, and local levels. The NEDSS Base System can be used 


by health departments for the surveillance and analysis of notifiable diseases 


; ; 
With NEDSS, providers can transfer clinical and laboratory-based data 
lectronically to health departments, thereby lessening the burden of reporting 
reducing missing data, and improving timeliness. Additional information is 


ivailable at http://www.cdc.gov/nedss 


' 
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Reducing Childhood Asthma 
Through Community-Based Service 
Delivery — New York City, 
2001-2004 


Since 1980, asthma prevalence, hospitalization, and mor- 
tality have been increasing in the United States (/). Because 
of concern about asthma-related morbidity among children 
in Central Harlem, New York City (NYC), the Harlem 
Children’s Zone Asthma Initiative (HCZAI) was established 
in 2001 to reduce asthma-related morbidity through improved 
surveillance, health-care use, and health-care service delivery 
for children aged <12 years living in a 60-block radius of Cen- 
tral Harlem known as the Harlem Children’s Zone Project’. 
Families of children with asthma or asthma-like signs’ or physi- 
cal findings consistent with asthma are invited to participate 
in the program. This report summarizes preliminary data col- 
lected during 2001-2004 on the effectiveness of the program 
in reducing asthma-related morbidity; data indicate decreased 
parental/guardian reports of school absences among children 
enrolled in the program, both for any reason and because of 
asthma. In addition, emergency department and unscheduled 
physician office visits for treatment of asthma decreased from 
35% to 8% after 18 months of the program, indicating 
improved asthma management and appropriate use of health- 
care services by program enrollees. The effectiveness of HCZAI 
underscores the utility of community-based } ublic health pro- 
grams in reducing asthma morbidity. 

Potential participants in HCZAI are identified through 
screening of all children aged <12 years who live or attend 
school in the Harlem Children’s Zone Project or participate 
in any Harlem Children’s Zone, Inc., program (2). Screening 
consists of a written survey completed by a parent/guardian 
and a physical examination of the child conducted by a phy- 
sician or nurse (6). Participation rates for the various sites 
ranged from 66% to 100%, with 88% of parents/guardians 
consenting to physical examination of their children. 

Because of the large number of children identified with 
asthma or asthma-like signs, participation is prioritized for 


children with recent symptoms. Over time, all eligible chil- 





* Partners of this ongoing health intervention are Harlem ( hildren’s Zone, Inc 
(2) and the Department of Pediatrics at Harlem Hospital Center (3,4). The 
Harlem Health Promotion Center, one of 33 Prevention Research Centers 
funded by CDC (5), provides translational resear: h support to better document, 
monitor, and inform HCZAI during its efforts to address the asthma epidemic 
in Central Harlem. 
For children with asthma, a parent/guardian indicated that the child had ever 
been told by a doctor or nurse that the child had asthma. For children with 
asthma-like signs, a health-care provider indicated that the child’s chest 
radiograph was not clear, or peak expiratory flow rate for children aged >6 


vears was correctly performed and abnormal. 
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dren may enroll and participate in the program. As part of 
HCZAI, a pediatric asthma team (including four community 
workers, a social worker, a nurse, and three physicians) ofters 
medical, educational, environmental, social, and legal services 
to families of enrolled children. Among participants, moni 

toring of 13 selected indicators (Table 1) of asthma symp- 
toms and management strategies is conducted via home visits 
by community workers who interview the parents guardians 
of enrolled children at 3-month follow-up intervals (7,8). 
Prevalence estimates for item responses were calculated by using 
statistical software. To assess changes in the prevalence of 
thma symptoms and management strategies over time, chi 


quared tests on five degrees of freedom were calculated; sig 


nificance leve Ss were replicated by using repeated measures 
models in statistical software. 
3,132 children had been 


\s of September 2004, a total of 


had asthma or asthma-like 
were enrolled in HCZAI (Table 2). 


vere Mor;re likely than none nrollees tO have 


screened; of these, 982 (31.4%) 


and 314 (10.0% 


Ivts 


Program enroll 


1. 29 20 


health insurance (87.0 ersus 67.8%). Approximately 32.3% 


of children enrolled in the program had a household member 
who smoked at the time of screening compared with 20.8% 
of children not enrolled and 16.4% of children without asthma 


or asthma-like signs 


Preliminary data are available on the effectiveness of HCZAI 
in reducing asthma morbidity, as measured for all 13 selected 
asthma symptoms and management strategies at six 3-month 
follow-up time points (18 months) (Table 1). Because chil- 
dren were enrolled sequentially, data are not yet available for 
18 months of follow-up for all 314 enrolled children. 

School absences reported by the parents/guardians of 
enrollees declined during the preceding 14 days, both for any 
reason (from 34.4% to 16.0% in 18 months) and because of 
asthma (from 23.3% to 8.0% in 18 months). In addition, emer- 
gency department and unscheduled physician office visits foi 
treatment of asthma decreased from 35.0% to 8.0% in 18 
months, indicating improved asthma management and appro- 
priate use of health-care services by program enrollees. Reported 
use of asthma management strategies (e.g., using a spacer device* 
and having an asthma action plan) by parents/guardians of 
enrolled children increased substantially over time (Table 1). 
Reported by: SW Nicholas, MD, VI MD, B Ortiz, MD 
S Klihr-Beall, MA, Dept of Ped Harlem Hospital Cente 


PhD, K Shoemaker, MPP. C Singleton, MSW, ] Credell 


Hutchi 


18071, 


B Jean Loui edel 





TABLE 1. Percentage of parents/guardians of enrolled children who reported selected asthma symptoms and management strate- 
gies at 3-month follow-up time points — Harlem Children’s Zone Asthma Initiative, New York City, 2001-2004 





Time 1* 
(n = 314) 


Symptoms and strategies 


Time 3 
(n = 145) 


Time 2 
(n = 186) 


Time 6 
(n = 50) 


Time 5 
(n = 70) 


Time 4 


(n = 111) p value’ 





Asthma symptoms reported during preceding 14 days 


J experience wheez tiqhtne 


ne 


Child had to 


astnma 


iwn 
id woKe 


tightness in ¢ 
Child missed 


Child missed sc 


Asthma symptoms reported during preceding 3 months 


Child visited the emergency department or made an ur 


. P 
visit to a physicia ffice for treatment of asthma 


Child was admitted to a hospital and stayed 


overniant f 
y yernight for 


asthma 


Child took any medications for asthma 


Reported use of asthma management strategies 


Child took any medications prescribed for asthma every day 


even when well, to prevent asthma sympton 


Child has a spacer device such as Aer 


Optichamber 


Chamber 
yr InspirEase 

Child uses a spacer device with any inhaled medicatior 
Child has a peak flow meter 


Child has an ast! 


19 


na plan 19.7 


43.0 


40.3 


0.001 


74.7 6 919 
72.6 1 85.¢ 
32.8 35.2 44.1 


96.0 <0.001 
92.0 <0.001 
0 


41.4 60.0 001 





*Time 1 baseline; each subsequent time 


allow them to continue or if they return to New York City to live 


point represents a 3-month follow-up. (Exact follow-up 
schedules.) Decreasing number of participants does not necessarily reflect permanent loss to follow up. Fan 


lengths might differ because of variations in family 


are invited back when their resources 


P-values are from chi-squared tests on five degrees of freedom. Significance levels were replicated by using repeated measures models in statistical 


software 
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TABLE 2. Percentage of children screened for asthma or asthma-like signs*, by program enrollment status and selected demo- 
graphic and health characteristics — Harlem Children’s Zone Asthma Initiative, New York City, 2001-2004 





Children with asthma 


or asthma-like 
signs, enrolled 


Characteristic (n = 314) 


Children with asthma 


Children without 
asthma or Total 
asthma-like signs children screened 
(n = 2,150) (N = 3,132) 


or asthma-like 
signs, not enrolled 
(n= 668) 





Age group (yrs) 
0-5 39.2% 
6-10 41.9% 
11-15 18.9% 
Sex 
Female 45.2% 
Male 54.8% 
Race/Ethnicity 
Black, non-Hispanic 75.8% 
Black/Hispanic 9.7% 
White/Hispanic 3.8% 
Other 10.6% 
Child has a regular source of health care 
85.4% 
14.6% 
Child has health insurance 
87.0% 
No 13.0% 
Household member smokes cigarettes 
Yes 32.3% 
No 67.7% 


29.1% 34.5% 33.8% 
54.1% 53.9% 52.7% 
16.8% 11.6% 13.5% 


44.2% 51.8% 49.4% 
55.8% 48.2% 50.6% 


83.2% 85.6% 84.2% 
7.3% 6.2% 6.8% 
3.0% 1.8% 2.3% 
6.5% 6.4% 6.7% 


86.7% 83.1% 84.0% 
13.3% 16.9% 16.0% 


67.8% 68.0% 69.9% 
32.2% 32.0% 30.1% 


20.8% 16.4% 18.9% 
79.2% 83.6% 81.1% 





*For children with asthma, a parent/guardian indicated that the child had ever been told by a doctor or nurse that the child had asthma. For children with 
asthma-like signs, a health-care provider indicated that the child’s chest radiograph was not clear, or peak expiratory flow rate for children aged >6 years 
, was correctly performed and abnormal. Thus, 314 + 668 = 982 and 982/3132 = 31.4% of children surveyed have asthma or asthma-like signs. 


Percentages might not total 100% because of missing values 


R Swaner, MPA, Harlem Children’s Zone, Inc.; RD Vaughan, DrPH 
ME Northridge, PhD, LF Cushman, PhD, E Polley, C Golembeski 
Harlem Health Promotion Center, Columbia Univ, New York. 

Editorial Note: Since 2001, HCZAI has documented both a 
high prevalence (>30%) of childhood asthma or asthma-like 
signs among children in the Harlem Children’s Zone Project 
and has substantially decreased asthma symptoms and in- 
creased asthma management strategies for enrolled children 


during the first 18 months of follow-up. Nonetheless, 668 


children with asthma or asthma-like signs identified through 


screening have yet to be enrolled in HCZAI, and children 
aged <12 years in other Harlem Children’s Zone Project schools 
remain to be screened for asthma and potentially enrolled. An 
expanded program model is planned for ensuing years. 
Based on findings from a qualitative evaluation involving 
parents/guardians of children enrolled in HCZAI and the 
pediatric asthma team, at least three limitations were docu- 
mented. First, some families did not believe their child’s diag- 
nosis of asthma was correct, or they believed that it was 
outdated. Thus, they were unwilling to enroll their children 
in HCZAI. Second, other nonparticipants cited problems with 
scheduling of home visits or reported that socioeconomic needs 


and lack of housing precluded enrollment in HCZAI. Third, 


monitoring effectiveness proved burdensome for some staff 
and clients and failed to capture the full extent of client needs 
and service provision. 

To be more effective in reducing asthma morbidity among 
children in Central Harlem, additional activities will be imple- 
mented in HCZAI. These include 1) building closer working 
alliances with other community organizations and agencies, 
particularly the NYC Department of Education and the NYC 
Department of Health and Mental Hygiene; 2) developing 
protocols for situations in which family and mental health 
problems preclude participation in HCZAI; and 3) expand- 
ing community education regarding asthma to enhance health 
literacy through existing Harlem Children’s Zone, Inc., pro- 
grams (2). 

Previous research has indicated that an individualized, home- 
based, comprehensive environmental intervention decreased 
exposure to indoor allergens, resulting in reduced asthma- 
related morbidity (9). By incorporating HCZAI into an 
ongoing, community-building initiative and linking it to pro- 
grams targeted to meet children’s medical, educational, envi- 
ronmental, social, and legal needs, positive outcomes will be 
sustained throughout their lifetimes. Additional information 


about HCZAI is available at http://www.hcz.org. 
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Influenza activity was low in the United States during 
since mid-December. Current surveillance indicators suggest 
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from 45 states, and this season’s influenza vaccine strains have 
been well matched antigenically to the influenza viruses iso- 
lated so far this season. In response to this season's influenza 
vaccine supply shortage, the Department of Health and Hu- 
man Services (DHHS) has purchased 1.2 million doses of 
2004—05 inactivated influenza vaccine from GlaxoSmithKline 
(GSK). The GSK vaccine is produced, licensed, and distrib- 
uted globally but is not licensed for use in the United States; 
therefore, it will be administered in the United States under 
an Investigational New Drug (IND) protocol. This report sum- 
marizes influenza acti ity during October 3, 2004—January 1, 
2005* and provides information on the availability of addi- 


tional influenza vaccine from GSK. 
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Influenza Surveillance Reports 

During October 3—January 1, World Health Organization 
(WHO) collaborating laboratories and National Respiratory 
and Enteric Virus Surveillance System laboratories in the United 
States tested 34,497 respiratory specimens for influenza viruses; 
1,369 (4.0%) were positive. The percentages of specimens test- 
ing positive for influenza ranged each week from 0.7% to 12.1% 
and first exceeded 10% during the week ending December 25. 
During the 2001-02, 2002-03, and 2003-04 influenza sea- 
sons, peak percentages of specimens testing positive for influ- 
enza ranged from 24.7% to 35.2% (CDC, unpublished data, 
2004). During October 3—January 1, influenza viruses were 
reported from 45 states. As of January 1, approximately one 
half of the viruses have been reported from the Mid-Atlantic’ 
(26.4%) and New England® (23.1%) regions. Of the 1,369 
influenza viruses identified since October 3, a total 1,128 
(82.4%) were influenza A viruses, and 241 (17.6%) were influ- 
enza B viruses. Of the 1,128 influenza A viruses, 406 (36.0%) 
have been subtyped; 404 (99.5%) were influenza A (H3N2) 
viruses, and two (0.5%) were influenza A (H1)$ viruses. 

CDC has characterized antigenically 107 influenza viruses 
collected by U.S. laboratories since October 3. All 85 of the 
influenza A (H3N2) isolates were A/Fujian/411/2002-like 
(H3N2), the influenza A (H3N2) strain recommended for 
the 2004—05 influenza vaccine**. Nineteen influenza B iso- 
lates were from the B/Yamagata lineage and were character- 
ized as B/Shanghai/361/2002-like, the influenza B strain in 
the 2004—05 influenza vaccine. Three B isolates belonged to 
the B/Victoria lineage and were characterized as B/Hong Kong/ 
330/2001-like. Influenza B viruses fall into one of two anti- 
genically and genetically distinct lineages represented by 
B/Yamagata/ 16/88 and B/Victoria/2/87 viruses. During 1990- 
2001, B/Yamagata lineage viruses circulated worldwide, 
whereas B/Victoria-like viruses were identified only in Asia. 
However, during March 2001—October 2003, B/Victoria-like 
viruses were the predominant B viruses in several countries, 
including the United States. Victoria-lineage and Yamagata- 
lineage viruses continue to be reported worldwide. However, 
Yamagata-lineage viruses have been reported more frequently 
and are represented in the current vaccine. 

During October 3—January 1, weekly percentages of patient 
visits for influenza-like illness (ILI)"' reported by approxi- 
mately 1,500 U.S. sentinel providers in 50 states, New York 





New Jersey, New York, and Pennsylvania 


Connecticut, Maine, Massachusetts, New Hampshire, Rhode Island, and Vermont 


* Includes both the A (HIN1) and A (H1N2) influenza virus subtypes 
The A/Fujian/411/2002-like virus used by U.S. vaccine manufacturers was 
\/Wyoming/03/2003, an antigenically equivalent virus appropriate for vaccine 
production 
lemperature of >100.0 | 37.8°C) and either cough or sore throat in the 


ibsence of a known cause. 


City (NYC), Chicago, and the District of Columbia have 


ranged from 1.0% to 3.0%. During the week ending January 1, 


the percentage of patient visits for ILI was 3.0%, exceeding 


the national baseline of 2.5% for the first time this season». 
During the 2001-02, 2002-03, and 2003-04 influenza sea- 
sons, national weekly peak percentages of patient visits for 
ILI ranged from 3.2% to 
2004). 


Since the week ending October 9, a total of 16 states and 


7.6% (CDC, unpublished data, 


NYC have reported widespread or regional influenza activity. 
During the week ending January 1, two states and NYC re- 
ported widespread activity, 12 states reported regional activity, 
and 13 states and the District of Columbia reported local activ- 
ity. During the same week, 6.7% of recorded deaths in the 122 
Cities Mortality Reporting System were attributed to pneumo- 
nia and influenza (P&I), which is below the epidemic thresh- 
old of 7.9% for that week. The percentage of P&I deaths 
exceeded the epidemic threshold for 1 week during October 3- 
January | but otherwise has remained below. 

The New Vaccine Surveillance Network (NVSN) consists 
of three sites (Cincinnati, Ohio; Nashville, Tennessee; and 
Rochester, New York) that conduct population-based surveil- 
lance for laboratory-confirmed influenza among children aged 
<4 years who are admitted to the hospital with fever or acute 
respiratory illnesses. During October 3—December 25, 2004, 
two such hospitalizations occurred (preliminary rate: 0.42 per 
10,000 children). During 2000-2003, the end-of-season hos- 
pitalization rates in the NVSN sites ranged from 3.7 to 12.0 
per 10,000 children. 

In June 2004, the Council of State and Territorial Epidemi- 
ologists changed nationally notifiable conditions to include 
deaths in children aged <18 years associated with laboratory 
test-confirmed influenza a nationally notifiable condition. 
Data collection began in October 2004, and as of January 8, 
2005, one pediatric death has been reported to CDC by the 
Bureau of Health in Maine. 


Purchase of Additional Inactivated 
Influenza Vaccine 

DHHS has purchased 1.2 million doses of the GSK influ- 
enza vaccine, Fluarix”, for use in areas with continued vac- 


cine shortages. The Fluarix vaccine obtained by DHHS is 





The national baseline was calculated as the mean weighted percentage of 
visits for ILI during noninfluenza weeks, plus two standard deviations. W ide 
variability in regional data precludes calculating region-specific baselines; 
applying the national baseline to regional data is inappropriate 

he expected seasonal baseline proportion of P&I deaths reported by 122 
Cities Mortality Reporting System is projected by using a robust regression 
procedure in which a periodic regression model is applied to the observed 
percentage of deaths from P&I during the previous 5 years. The epidemic 


threshold is 1.645 standard deviations above the seasonal baseline. 
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similar to other injectable U.S.-licensed influenza vaccines and 
is licensed and used in more than 78 countries, including the 
5 countries of the European Union, Australia, and New 
Zealand. Because both Fluarix and U.S.-licensed influenza 
vaccines adhere to the WHO vaccine strain recommendations, 
components of the two vaccines are similar. However, I luarix 
must be used under an IND protocol in the United States 
because it is not currently licensed by the Food and Drug 
Administration (FDA) and the time available is not sufficient 
to obtain FDA licensure for this vaccine to be administered as 


a licensed product for this season. This vaccine will be avail- 
able for: 
¢ Adults aged >50 years, 
¢ Persons aged >3 years with underlying chronic medical 
conditions*** 
¢ Pregnant women in the 2nd or 3rd trimester or women 
in the Ist trimester with other high-risk conditions for 
influenza complications**” 
¢ Residents of nursing homes and long-term—care facilities, 
¢ Children aged 3—18 years on chronic aspirin therapy*** 
¢ Health-care workers involved in direct patient care, 
¢ Ourt-of-home « iregivers ind household contacts of 
persons with high-risk conditions 
During the next several weeks, the IND vaccine will be avail 
ible in identified clinics in selected areas of the United States 
where need for more influenza vaccine persists. ¢ DC is work 


ing with state and local public health officials to finalize the 
clinic locations. When decisions have been finalized, infor 
mation on the clinic locations will be available through local 


) 


and state public health authorities, at telephone 800-232 


41636, 


) 
and on the CDC website. Persons who wish to receive this 
vaccine must call the clinic for appointments during regular 
clinic hours, sign a consent form, and previde limited addi 
tional information for monitoring the IND vaccine program. 
Che cost of vaccination will be paid by Medicare for persons 
with Medicare part B coverage. These persons should be pre 
pared to provide their Medicare number and other billing in 
formation at the time of vaccination. Persons without Medicare 
will be responsible for the cost of the vaccine and its adminis 
tration at the time of their appointment 
Reported by: / 8 
S Harper. MD 





Collaborating Center for Surveillance, Epidemiology, and Control of 
Influenza, Div of Viral and Rickettsial Diseases; L Rotz, MD, National 
Center for Infectious Diseases; R Seither, MPH, M Iwane, PhD; 
Epide miolog) and Surveillance Div; ] ( ope land, MS, National 
Immunization Program, CD¢ 
Editorial Note: Influenza activity has been low but is increas- 
ing in the United States and does not appear to have reached 
a peak. Influenza viruses might continue to circulate for sev- 
eral more months, and persons for whom influenza vaccine is 
recommended are strongly encouraged to seek vaccination. 
Influenza vaccine coverage estimates from December suggest 
that many persons in vaccine priority groups had not yet been 
vaccinated and that vaccination rates lagged substantially be- 
hind vaccination coverage estimates for the previous year (/). 
lhe influenza vaccine strains are well-matched antigenically 
to the circulating influenza virus strains. The match between 
vaccine demand and vaccine availability varies depending on 
the area. Overall, supplies of both inactivated vaccine and live, 
attenuated influenza vaccine licensed for use in the United 
States are available. Beginning January 3, 2005, the priority 
groups for influenza vaccine have been expanded to include 
persons aged 50—64 years and household contacts of any per- 
son at increased risk for influenza-related complications. 
Efforts should continue to utilize existing licensed influenza 


information ts available at http: www.cdc.gov/flu protect 


vaccine to vaccinate persons in priority groups. Additional 
| 
i 


whoshouldget.htm. 

In addition, IND inactivated influenza vaccine will become 
available this month to further increase supply. Thus, persons 
who were not successful in obtaining vaccination earlier in 
the season are encouraged to contact their personal physicians 
or their local health departments to determine where vaccine 
is available in their areas. Influenza surveillance reports for 
the United States are published weekly during October—May 
and are available at http://www.cdc.gov/flu/weekly or through 


> 


CDC's voice (888-232-3228) and fax (888-232-3299, docu 


ment number 361100) information systems. 
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Notice to Readers 





Changes to Data Presented 
in Tables | and Il 


lhis issue of MMWR incorporates modifications to Tables 
I and II, Provisional Cases of Selected Notifiable Diseases, 
United States. This year, the modifications add serogroup data 
to the meningococcal disease category reported in Table II 
and broaden domestic arboviral disease data presented in Tables 
I and II to include both neuroinvasive and non-neuroinvasive 


= 
illness. 


Meningococcal Disease Data 

Meningococcal disease is nationally reportable and the 
cumulative (year-to-date) incidence data for the current and 
preceding year are reported by state in Table II. Confirmed 
cases are those in which Neisseria meningitidis is isolated from 
a normally sterile site (e.g., blood or cerebrospinal fluid [CSF] 
or less commonly, joint, pleural, or pericardial fluid) (7). Prob- 
able cases of meningococcal disease include those with a posi- 
tive antigen test in CSF or clinical purpura fulminans in the 
absence of a positive blood culture. 

Most meningococcal disease in the United States is caused 
by NV. meningitidis belonging to one of three serogroups, B, 
C, and Y, which caused 23%, 31%, and 39% of reported 
cases, respectively, during 1996-2001 (2). Two additional 
serogroups, A and W-135, are important causes of disease in 
other parts of the world. Disease caused by four of these 
serogroups, A, C, Y, and W-135 can be prevented by vaccina- 
tion with a quadrivalent meningococcal polysaccharide vac- 
cine marketed in the United States as Menomune™. However, 
this vaccine is not routinely used in the general U.S. popula 
tion because of its poor immunogenicity in children, short 
duration of protection, and inability to induce herd immu- 
nity (2). A new, quadrivalent A/C/Y/W-135 protein- 
conjugate vaccine might become available in the United States 
in 2005 for persons aged 11—55 years. The vaccine is expected 
to have improved immunogenicity in young children, pro- 
vide longer-lasting immunity, and might provide herd immu- 
nity if used in certain strategies. The Advisory Committee on 
Immunization Practices is considering recommendations fot 
its use. Other meningococcal conjugate vaccines, with differ- 
ent formulations, combinations, and target age groups are 
expected to be available within the next 5 years. 

fo monitor changes in the incidence of vaccine-prevent 


able meningococcal disease, meningococcal disease reports 


should include serogroup information. However, in 2003, only 
459 (26.0%) of 1,768 cases of meningococcal disease reported 
to CDC included this information. To encourage serogroup 
reporting, the Council of State and Territorial Epidemiolo- 
gists (CSTE) recommends that state, territorial, and local 
health departments encourage bacterial culture for all suspected 


cases of meningococcal invasive disease and that every isolate 


of N. meningitidis from normally sterile sites be serogrouped. 


CSTE further recommends that state, territorial, and local 
health departments collect serogroup information for all 
reported cases and report this information to CDC (3). 
Beginning with this issue, meningococcal disease data 
reported in Table II will be presented in five columns under 
the headings “All Serogroups.” “Serogroup A, C, Y, W-135,” 
“Serogroup B,” “Other serogroup,” and “Serogroup unknown.” 
lhese changes are intended to stimulate more complete 
serogroup reporting and will make Table II more informative 
by permiting the data to be used for monitoring the impact of 
vaccine interventions on the incidence of meningococcal dis- 


ease. 


Domestic Arboviral Disease Data 

At its 2004 meeting, CSTE broadened the surveillance case 
definition for domestic arboviral diseases to include both 
neuroinvasive and non-neuroinvasive illness (4). For each low- 
incidence domestic arbovirus (California serogroup, eastern 
and western equine, Powassan, and St. Louis encephalitis vi- 
ruses), neuroinvasive and non-neuroinvasive disease reports 
meeting the revised case definition will be combined and con- 
tinue to appear in lable I. Case reports of West Nile virus 
disease will continue to appear in Table II, with separate col- 
umns for neuroinvasive and non-neuroinvasive disease, con- 


sistent with the revised case definition. 
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Notice to Readers on data from CDC’s National Center for Health Statistics 


QuickStats from the National 
Center for Health Statistics 


(NCHS). NCHS monitors the nation’s health through its 
many data systems, collecting and analyzing information 
regarding a range of health topics. Each QuickStats will fea- 

\ new feature will appear in MMWR, beginning with this ture the latest available data and provide an Internet link to 
issue. QuickStats will provide updates on key indicators, additional information. 


important trends, and critical relations in public health, based 





QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 
Percer tage of Women Who Reported Ever Having a Mammogram 
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non-Hispanic non-Hispanic 


Race/Ethnicity 
* Confidence interval 


Approximately 70% of U. S. women have ever had a mammogram. The likelihood that a woman has had 
a mammogram at some time in her life varies by race/ethnicity. Hispanic women were the least likely to 
have ever had a mammogram, whereas non-Hispanic white women were the most likely. 


DATA SOURCE: 2003 National Health Interview Survey. Available at http://www.cdc.gov/nchs/nhis.htm. 


Estimates are age-adjusted to the projected 2000 U.S. population by using age groups 18-29 years, 30-39 
years, 40-49 years, 50-59 years, 60-69 years, 70-79 years, and >80 years 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 4-week totals January 8, 2005, with historical 


data 
CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 
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85 
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Ratio (Log scale)’ 


Beyond historica 


r the current 4-week period yielk a ratio for week 1 of zero (0 
o mean of 15 4-week totals (from previous, comparable, and subsequent 4-week periods for the past 5 years). The point where the hatched area 


tandard deviations of these 4-week totals 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending January 8, 2005 (1st Week)* 
Cum. Cum. Cum. Cum. 
Disease 2005 2004 Disease 2005 2004 








Anthrax Hemolytic uremic syndrome, postdiarrheal' 1 
Botulism HIV infection, pediatric™ — — 
foodborne - Influenza-associated pediatric mortality'** 
infant Measles 
other (wound & unspecified)) Mumps 
Brucellosis Plague 
Chancroid 2 Poliomyelitis, paralytic 
Cholera Psittacosis 
Cyclosporiasis Q fever 
Diphtheria Rabies, human 
Domestic arboviral diseases Rubella 
(neuroinvasive & non-neuroinvasive) Rubella, congenital syndrome 
California serogroup SARS 
eastern equine Smallpox 
Powassan Staphylococcus aureus 
St. Louis Vancomycin-intermediate (VISA)' 
western equine - - Vancomycin-resistant (VRSA) 
Ehrlichiosis - Streptococcal toxic-shock syndrome’ 
human granulocytic (HGE) Tetanus 
human monocytic (HME) Toxic-shock syndrome 
human, other and unspecified Trichinellosis™ 
Hansen disease Tularemia 
Hantavirus pulmonary syndrome - Yellow fever 




















No reported cases 
* Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 
. Not notifiable in all states 
, Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Infectious Diseases (ArboNet Surveillance) 
Updated monthly from reports to the Division of HIV/AIDS Prevention, National Center for HIV, STD, and TB Prevention. Last update November 28, 2004 
** Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Infectious Diseases 
. he one case reported was indigenous 
oe Pe One case reported was imported from another country 
Formerly Trichinosis 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending January 8, 2005, and January 10, 2004 
(ist Week)* 


AIDS Chiamydia’ 
Cum. Cum. Cum. 

Reporting area 2004 2005 2005 
NITED STATES 7,55 14,267 47 22 18 
NEW ENGLAND 492 5 
Mair 27 N 

35 

24 
218 
123 

65 








Coccidioidomycosis 
Cum. 





Cryptosporidiosis 





Cum. 
2004 
99 





Cum. 
2004 
50 








CENTRA 


>. CENTRAI 


MOUNTAIN 
Mont 


Amer. Samoa 
C.N.M.1 


i 


U 
U 
N: Not notifiable U: Unavailable No reported cases C.N.M.1.: Commonwealth of Northern Mariané 
Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 
Chiamydia refers to genital infections caused by C. trachomatis 
Updated monthly from reports to the Division of HIV/AIDS Prevention, Natioi 


ial Center for HIV, STD, and TB Prevention 
Contains data reported through National Electronic Disease Surveillance System (NEDSS) 





date November 28, 2004 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 8, 2005, and January 10, 2004 
(ist Week)* 





Escherichia coli, Enterohemorrhagic (EHEC) 
Shiga toxin positive, Shiga toxin positive, 
0157:H7 serogroup non-0157 not serogrouped Giardiasis 





Gonorrhea 
Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2005 2004 2005 2004 2005 2004 2005 2004 2005 2004 


4 64 236 2,73 5 























UNITED STATES € 22 1 


3 











22 


MMWR 


January 14, 2005 





TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 8, 2005, and January 10, 2004 


(ist Week)* 





Reporting area 


Haemophilus influenzae, invasive 





All ages 
All serotypes 


Age <5 years 





Serotype b Non-serotype b 


Unknown serotype 








Cum. Cum. 
2005 2004 





Cum. 
2005 


2005 2004 











Cum. Cum. 


Cum. Cum. 
2005 2004 





JNITED STATES 
NEW ENGLAND 


M aINe 


N.H 


ATLANTIC 
o 


Md 


W.S. CENTRAL 
Ark 

La 

Okla 

Tex 


MOUNTAIN 
Mont 

idaho 

Wyo 

Colo 

N. Mex 

Ariz 

Utah 

Nev 


PACIFIC 
Wast 
Oreqg 
Calif 
Alaska 
Hawaii 
Guam 
PR 

V1 

Amer. Samoa 
C.N.M.1 


20 55 


3 


U 
U 


1 


U U U 
U U 


1 9 





N: Not notifiable 


Unavailable No reported cases 
* Incidence data for reporting years 2004 and 2005 are provisional and 


C.N.M.1.: Commonwealth of Northern Mariana Islands 


cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 8, 2005, and January 10, 2004 
(ist Week)* 





Hepatitis (viral, acute), by type 
B 


Cum. Cum. 
Reporting area 2005 2004 
UNITED STATES 5 43 72 
NEW ENGLAND 

Me 




















4 
aINe 

N.H 

Vt 


Mass 





of Northern Mariana Islands 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 8, 2005, and January 10, 2004 


(1st Week)* 





Legionellosis 


Listeriosis 


Lyme disease 


Malaria 





Cum. Cum. 
Reporting area 2005 2004 








Cum. Cum. Cum. 
2004 2005 


2004 





Cum. Cum. 
2005 2004 





UNITED STATES 4 30 


NEW ENGLAND 


MID. ATLANTIC 


jnstate N.Y 


>. CENTRAL 


W.S. CENTRAL 
Ark 

La 

Ukia 


Tex 


MOUNTAIN 
Mont 

idah 

Wy 

Cok 

N. Mex 
Ariz 
Utat 
Nev 
PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 

PR 

V1 

Amer. Samoa . U 
C.N.M.1 U 


6 53 156 


U 
Uu 


24 
2 





N: Not notifiable U: Unavailable No reported cases 


C.N.M.1 


Commonwealth of Northern Mariana Islands 


* Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 8, 2005, and January 10, 2004 


(1st Week)* 





Reporting area 


Meningococcal disease 





All serogroups 


Serogroup 
A, C, Y, and W-135 


Serogroup B 


p unknown 








Cum. Cum. 
2005 2004 





Cum. Cum. 
2005 2004 





Cum. Cum. 
2005 2004 








Cum. 
2004 








UNITED STATES 
NEW ENGLAND 
Maine 

r 


v.H 


4 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 8, 2005, and January 10, 2004 


(1st Week)* 





Pertussis 


Rabies, animal 


Rocky Mountain 
spotted fever 


Salmonellosis 


Shigellosis 








Reporting area 2005 2004 





Cum. Cum. 


Cum. Cum. 
2005 2004 





2005 2004 


Cum. Cum. 





Cum. Cum. 
2005 2004 





Cum. Cum. 
2005 2004 





UNITED STATES 148 
NEW ENGLAND 4 
Maine 


vA 


MID. ATLANTIC 


N_Y 


CENTRAL 


CENTRAL 


La 
Okla 


Tex 


MOUNTAIN 
Mont 

idanc 

Wyo 

Cok 

N. Mex 
Ariz 

Utah 

Nev 
PACIFIC 
Wash 
Oreg 

Calif 
Alaska 
Hawaii 
Guam 
PR 


vi 


Amer. Samoa U 
C.N.M.1 U 


41 31 
14 


4 


U 


2 3 


3 


N 


U U 
U 


6 


> 
~~ 


192 


Ww 


2 


o--NW & 


Nm 


36 194 
4 





N: Not notifiable U: Unavailable 


No reported cases 


C.N.M.1.: Commonwealth of Northern Mariana Islands 
* Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 
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TABLE Ii. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 8, 2005, and January 10, 2004 
(ist Week)* 





Streptococcus pneumoniae, invasive disease ah 
Streptococcal disease, Drug resistant, Syphilis 
invasive, group A all ages Age <5 years Primary & secondary Congenital 
Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2005 2004 2005 2004 2005 2004 2005 2004 2005 2004 
UNITED STATES 47 140 31 73 11 12 49 122 10 
NEW ENGLAND 2 6 
Maine 
N.H 


Ve 


V 





























1 3 


Mass 
Rl 


MID. ATLANTIC 
Upstate N_Y 
N.Y. City 

N.J 


U U U U 
U U 





tifiable U: Unavailable No reported cases C.N.M.1.: Commonwealth of Northern Mariana Islands 


> data for reporting years 2004 and z ) are provisional and cumulative (year-to-date 








28 MMWR January 14, 2005 





TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 8, 2005, and January 10, 2004 
(ist Week)* 





Varicella West Nile virus disease’ 
Tuberculosis Typhoid fever (chickenpox) Neuroinvasive Non-neuroinvasive® 


Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2005 2004 2005 2004 2005 2004 2005 2004 2005 


JNITED STATES 13 1 2 145 2 


ce < 


























57 
NEW ENGLAND 3 2 


Maine 2 


MID. ATLANTK 


tate N.Y 


CENTRAL 


MOUNTAIN 
Mont 

Idah 

Wy 

N. Mex 
Ariz 

Utah 

Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawai 


Guam 

PR 

V1 

Amer. Samoa 


\ \ U 
C.N.M.1 ( U 


U 
N: Not notifiable U: Unavailable oe saperted eneee C.N.M.1.: Commonwealth of Northerr 
* Incidence data for reporting years 2004 and 2005 are provisional anc smulative (year-to-date) 

Updated weekly from reports to the Division of Vector-Borne Infectious Diseases 
5 Not previously notifiable 





National Center for Infectious Diseases (ArboNet Surveillance) 








Vol. 54 / No. 1 


MMWR 





TABLE Ill. Deaths 


in 122 U.S. cities,“ week ending January 8, 2005 (ist Week) 





All causes, by age (years) 


All causes, by age (years) 





Reporting Area 


All 








P&l' 
Total 


Reporting Area 





All 





NEW ENGLAND 


MA 


Ages 


| >65 = — nail <1 


490 13% 





S. ATLANTIC 


>65 ~~ 25-44 | 1-24 | <1 


Ages 


> 4104 27 17 














January 14, 2005 
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